With a finer slot it could be used to hold a fine ordinary sewing needle for suturing deep in the abdomen. Its essential features are that by means of the slot it holds the needle rigidly at an acute angle with the handles, has its eye-end protected and can therefore be used safely in a confined and deep space, and owing to the slot not being carried to the end of the jaws the instrument can be used both for introducing and withdrawing the needle in the same direction. It can also be used as an ordinary needle-holder. The exhibitor has used the instrument over ten years and has found it valuable in vaginal hysterectomy, ovariotomy and other operations where ligatures have to be passed deep in the pelvis.
With a finer slot it could be used to hold a fine ordinary sewing needle for suturing deep in the abdomen. Its essential features are that by means of the slot it holds the needle rigidly at an acute angle with the handles, has its eye-end protected and can therefore be used safely in a confined and deep space, and owing to the slot not being carried to the end of the jaws the instrument can be used both for introducing and withdrawing the needle in the same direction. It can also be used as an ordinary needle-holder. The exhibitor has used the instrument over ten years and has found it valuable in vaginal hysterectomy, ovariotomy and other operations where ligatures have to be passed deep in the pelvis. t~~~~ãf 3LZI---- (February 3, 1916.) Three Cases of Labour obstructed by Ovarian Cyst. By WALTER SALISBURY, B.S. Case I.-D. S., aged 28, was admitted to Queen Charlotte's Hospital on November 24, 1914, at 2.30 p.m., with a history that she had been in labour six days, in acute pain, the membranes having ruptured two days previously. She was full term in her second pregnancy. On admission the patient showed signs of coming exhaustion, with pulse 128, and powerful uterine contractions were present. Thirty ounces of urine were withdrawn by catbeter. The child was dead, and the head fixed in the pelvic brim in the right occipito-posterior position. The os uteri was fully .dilated, and a large tense cyst filled up the pouch of Douglas; it lay completely below the presenting part and no attempt was made to displace it. Morphine, hyoscine and atropine were given, and the patient's general condition improved. At 6 p.m., under an anesthetic, Mr. T. G. Stevens opened the abdomen and lifted the uterus outside. A dermoid cyst of the left ovary, the size of an ostrich's egg was withdrawn from the pelvis with some difficulty, rupturing in the process. The cyst was removed, the uterus replaced in the abdomen, and the fcetal head pushed into the pelvic brim. The patient was then placed in the lithotomy position, the occiput manually rotated to the front, and a dead child weighing 8* lb. was delivered without difficulty with axis-traction forceps. The abdominal wound was then closed and the patient made an uninterrupted recovery.
I consider that the method here adopted was simpler and safer than CEesarean section. The cervix and the contents of the amniotic sac were suspected of infection; and the risk of conveying this to the peritoneum was abolished, and that of conveying it to the placental site was lessened, by delivering per vias naturales and then expressing the placenta.
Case II.-J. 0. H., aged 26, mother of three children, was confined in her own home in Queen Charlotte's District on January 2, 1915. The midwife in attendance felt a mass behind the vagina and the ftetal head high up in front in the first vertex position. Strong pains were present. Medical aid was at once sought, but when the District Medical Officer arrived at about 4 a.m., a living child, weighing 71 lb., had been born, and the pelvic mass had disappeared.
The patient vomited once, had a pulse of 116, and some abdominal pain. The duration of the first stage of labour was reported as twenty-two hours, and the second stage one and a half hours. During the day the patient had felt comfortable, but was sent into Queen Charlotte's Hospital at 9 p.m. On admission the patient felt more comfortable. She had, however, a pulse of 108, and definite tenderness on deep pressure over the lower abdomen; there was some distension, but no rigidity and no dullness. She had an anxious expression and lay very quiet. At 9.45 p.m. the abdomen was opened by Dr. J. B. Banister. A quantity of serum, blood and mucoid material was present in the peritoneal cavity. A semi-solid multilocular cystic adenoma of the left ovary, weighing 2* lb., was found to have ruptured, and one loculus was still lying in the pelvis. The cyst was removed and the free fluid mopped up, and a further quantity was drained away through a tube during the following twenty-four hours. The patient made an uninterrupted recovery.
If this case had been seen while in labour, it could have been readily dealt with by removing the tumour and then delivering with forceps, as in Case I.
Rupture of the cyst during labour is not very rare: Munro Kerr gives the frequency as 13 per cent. In the above case the cyst appears to have ruptured easily, and there were very few symptoms afterwards to suggest a catastrophe, so that even with a pulse of 116, falling to 108, the nature of the condition might have been overlooked had not a suggestive history been furnished by the midwife. Munro Kerr records a case in which a cyst was ruptured during delivery by forceps and the condition was overlooked for five days, after which an operation failed to save the patient. Case III.-J. M., aged 30, was sent up to Queen Charlotte's Hospital on November 20, 1914, at 6 p.m., as labour was commencing and her doctor had felt two polypi in the vagina. The patient had two children and was-now at full time in her third pregnancy. On admission she was having occasional pains, and the child was alive and presenting as a first vertex. Abdominally, a small cyst of the left ovary was found to move freely over the left surface of the uterus. A vaginal examination revealed two polypoid tags of the cervix, the size of cherries, adjacent to old scars, and dilatation had not commenced. In the pouch of Douglas there was a densely hard angular mass the size of a hen's egg which was continuous on the left size of the pelvis with a soft cyst. The mass was immovable and was diagnosed as a dermoid of the right ovary. Dr. R. D. Maxwell saw the patient the next day, and on the following morning performed abdominal section. Although labour appeared to have passed off, a quantity of liquor amnii escaped three hours before the operation. The pelvic mass was not very accessible, so Cassarean section was performed and a living child weighing 81 lb. was delivered. The pelvic mass proved to be a dermoid of the right ovary the size of a coco-nut and it was afterwards found to contain a mass of bone and three teeth. A dermoid of the left ovary was also present, though above the pelvic brim. Both cysts were complefely removed, and the patient made an uninterrupted recovery.
Caesarean section was probably the simplest and safest method of treating this case, as' the cervix was undilated, and there was no reasOn to suspect any infection of the uterus. Of the many other methods of treating this and similar cases, two may be briefly mentioned. One is to perform ovariotomy, close the abdomen, and then allow labour to proceed. This, however, throws a severe strain on the abdominal wound, and is very distressing to the patient. The other method is to leave the patient in labour, under careful observation, until the os uteri is fully dilated, then remove the cyst by laparotomy and immediately deliver by forceps or version. This may be the safest treatment under certain conditions-e.g., when the uterus is infected and the os already partly dilated. In certain cases seen late in pregnancy the induction of labour has been suggested, to be followed by the adoption of this method. It has, however, two disadvantages: firstly, the obstruction will frequently lead to premature rupture of the membranes and unsatisfactory dilatation of the os; and secondly, the cyst may rupture before the laparotomy has been performed.
In conclusion, therefore, I think that a case seen towards the end of pregnancy or early in labour is most safely dealt with by Caesarean section; whereas if it is seen late in labour, especially if the uterus be infected, the safer course is to turn the uterus out of the abdomen, remove the cyst, and deliver'the child per vias naturales before closing the abdomen.
Huxley: Fatal Rupture of the Bladder Finally, I wish to express my thanks to Mr. Stevens, Dr. Banister and Dr. Maxwell for their kind permission to report these cases.
Dr. HERBERT SPENCER: I am naturally glad to find that the treatment of the first case is considered the best, for this method of treatment was brought before the Obstetrical Society of London by me eighteen years ago; yet, in spite of my frequent criticisms, many unnecessary Csasarean sections in the meantime have been performed in such cases. I think it is time they ceased. With regard to the third case there will be differences of opinion as to what should be done in labour when the os is not dilated, whether one should wait till the os dilates or whether C(sarean section should be the line of treatment. There is another method of treatment which has not been mentioned by the author which is much better than either-namely, pushing up the tumour in the Trendelenburg position, which Bossi showed twenty years ago to be quite easy in this position even when impossible without its aid. I think the knee-chest position under anaesthesia might be still more efficacious. In any case it should certainly be tried before resorting to COasarean section. I have a slight criticism to offer on the description of the size of the tumour in this case, which is said to be that of a coco-nut. It is of some importance in the case of ovarian tumours obstructing labour to know the exact size of the tumours, and, however convenient during clinical examination the likening of the size to that of familiar objects may be, tumours removed by operation should have their dimensions accurately given in inches or centimetres.
(February 3, 1916.) A Case of Fatal Rupture of the Bladder during the Puerperium.
By FRANCES M. HUXLEY, M.D.
MRS. W., aged 26, a primipara, was confined on December 21, 1914; vertex presentation; occipito-posterior position. The doctor was called in on account of delay in the second stage of labour, due to the occiput being posterior to the right, and he applied forceps, after leaving the nurse to catheterize the patient. (It transpired later that the catheter was not passed, but the patient " made water herself.") Delivery was effected by forceps with some difficulty. A perineal tear was stitched. The puerperium went on uneventfully until December 29, the ninth day, when, on making a sudden stretching movement of the right arm (the patient was nursing her baby on' the left arm and stretched the right out of bed to the floor to pick up something), she was attacked with severe abdominal pain, vomiting and collapse. Dr. Cuthbert Lockyer saw the patient in consultation the following day and sent her immediately to the Samaritan Free Hospital.
